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ABSTRACT 

Recent research suggests that family attitudes may be 
significant determinants of relapse and hospital readmission among 
both schitophrenicf^ and hospitalized depressives. To assess the 
ihcremehtal ef f ecliveness of inpatient family interventioD within the 
context of treatment for schizophreiiic disorder and major affective 
disorder patients, a 6-month comimuiity follow^ assessment was 
conducted with 71 of 130 patients participating in such in 
intervention program^ Patients, who were divided into three 
diagnostic groups (^good^^ prehospitel functioning schizophrenic^ 
••poor** prehospital ftxnctioning schizophrenic, and major affective 
disorder), were subsequently assigned to two treatment conditions 
(multimodal hospital treatment or mulitmodal hospital treatment with 
inpatient family intervention — IF|} • Patients and families assigned 

to IFI received a minimum of sis family session! focusing on 

coioiuni cation^ acceptance ^ andadaptation. The Global Assessment 
Scale and the Family Attitude Scale were admin iste to all 
participants at admission, discharge^^ and 6 months 
post-hospitalization. A preliminary analysis of the results showed a 
significantly better outcome for schizophrenic and major affective 
disorder patients treatedwith IFI than for those treated^ with the 

equivalent multimodal hospital treatment without IFI i A similar, 

though nonsignificant, trend was observed for patients in the other 
two diagnostic groups « (The appendices include a list of the criteria 
ior inpatient family intervention and an outline of the treatment 
prograttB. I (BL) 
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ABSTRACT 



this is tHe first report of a long-tem^ cbhtralled study design'-d 
to assess the rela^it,- effectiveness of inpatient Family Intervention (IFIJ 
,is treasured by six- and 18-mbnth ebfifnunity fcllow-up assessment. Results 
# a repeated atsasures analysis of variance, asing jneasures of global func- 
ffe'l^img (the Global Assessraent Scale) at a(fe!ission, diseSafge arid six-month 
fDl1@v*"vJp revealed a signifieahtly better ou^;come for schizophrfenie af^d 
jisajor $:?f active disorder patinets treated with IFI than for those tr§§ted 

m iHyivalent ftsultimodat hospital treatment without IFI, F(2) * 4.05. 
p< M - leppli cations for family invDlvement in treatment of these two 
r^ias'^^osttf gro#s are discussed. 
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Introddetleh 

Recent research on the role of the family in psychiatric disorder suggests 
tmt fir.ily attitudes may be significant determinants of relapse and hospital 
reim^'^m mnB both schizophrenics (Alvisotos & Lyketsos. 1954; BentfncJ^, 
19^75 mmW^ Schooler. Ulrich et al. 1979) and hospitalized depressives 
(Vaughn S teff. 1957). A study by Herz. Endicott and Spitzer (1976) reveals a 
significant correlatiin Between the perception of the discharged patient as a 
••burd&n" to family members.. proaJOting family stress, and increasing the fre- 
tjuency of relapse and rehospitalizstion. 

Additional evidence! comes froi studies using an interview schedule which 
Quantifies family .^bers' emotionality and attitudes toward the identified 
patient. The-.e studies reveal a correlation between these dimensions cf family 
attitude and relapse mM readn^ission for previously hospitalited schizophrenics 
(Brown, Birley S King. 1972; Vaughn and Uff. IBU). 

Baspd nn ^vid^^nce that thp lon^-temi outcome of short-term hospUal trest- 
ment for the schizophrenic or major affective disorder patient H related to 
affective and attitudinal characteristics of the family, H is hypotheMssd tJ^at 
inpatient treatment which includes a primary focus eh family tnUrvention can be 
particularly effect:.e in treating su^ patients, ft form of family Intervention 
which aims to modify maladaptive family attitudes and coping patterns in rela- 
tion to the identified patient, may be particularly beneficial at a tir^ of 
crisis (e.g. the acute onset or exacerbation of a major psychiatric disorder) 
when the family is most "open" to chunge. This study is designed to assess the 
incremental effectiveness of including inpatient family intervention within the 
content of multimodal inpatient treatment for schizophrenic disorder and major 
affective disorder pati&hts. 
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Metfioff 



SuSjects are 8S Scbi2ophrehic/Schi2ophrBnifonii Disorder patients Ibetween 
the ages of 15 and 35) and SB PSajor Affective Disorder patients (between the ages 
of 15 and 45) who are consecu' ely admitted to an inpatient psychiatric .unit of 
a aniversity imedical center. Patients are selected for aSnissidn to the study on 
the basis of the following criteria: 

{a) recent sdmissidn {within tws days of admission to the unit; 
ib] age between 15 and 35 (for Schizoph»-enic/Schizdphreniforfn Disorder 
patients,) and between 15 and 45 (for flajor Affective Disorder 
,^.?'tientsj.'j 

(c) an adm!5Sl0f« diagnosis of Schizophrenic Disorder, Schizophreniform 
Disorder m Malar Affective Disbrderi based dh DSM III criteria; 

jfdl indfeition far faraily intervention (refer to Appendix A|. 
Pa tie'fJtS without availagiTe family or significant otherf; or for whom a full 
course of Inpti^Rl Family Intervehtidh (a; itsinimum of six sessions) is irnprae- 
ticBfele are e»cU<ided from the study. 



Patierits with the DSM-III diagnosis of Schizophrenic, or Sehizdphreniforn, 
Oiscrder are stratified into two groups based on trsasures of pre-hospital role 
functioning \in job/school, famil^y, social and leisure-time roles), using the 
Role Ptrfonranee Scale (Good-£llis« 1982)^ Within each of the three diagnostic 
groups (i.e., "good" prehospital functioning schizophrenic, "poor" prehajpital 
fuhe Joning schizophrenic, and major affective disorder), patients are randomly 
assigned to two treatment cbn<iitions: (a) muUitnbdal hospital treatment hn- 
cluding a full rift§^ of diagnostic and treatment services, such as milieu, 
group, individual and somatic therapies); and (b) multimodal hospital treatment 



ERIC 



4 



. , ir. addition to the afcove* imms inpatient family Intervention (iFI): 
E:t- treit-ents are delivered of> m me inpatient unU; Patients in both 
treat^e'-:t groups participate t«?9tt«er fn tht sise teili? activHies eh the unit, 
and «itH the exception of the family irttervention, are treated by the same staff. 

The if I treatm^fit is conducted by t»o social workers trained and supervised 
i,n the .^thods and techiniqaes of IFI as specified In ih, m Tralmng Kanual 
(Clartin. »an. OeHane. Haas. Spencer & Gliek. 1982)? Supervision is can- 
ducted bf a clinical ps^fcho legist using tideotaped samples of family sessia^s 
monitored for adherence to the procedural quideli^ies specified in m tr«atme.-t 

Patients (and far^ilies) assigned to the If I Treatment group receive a raini- 
mur, of six fan-ily sessions In addition to the other f&rm of treat^nt, Patief^ls 
assigned to the Cot^parison Treatment group receive the same multimodal inpatieoft 
treatment exclusive of IFI. For patients in the Comparison Sroup. the family Is 
interviewed on admissicn in order to gather historical information regarding tt^e 
patient and to answer q.^stions concerning the hospital treatment program and/or 
the patient's disorder; vhe family is told that they can call the social worker 
if they have furthier questions. If such calls occur, they are dealt with care- 
fully, in accordance with guidelines whicJi permit information exchange while 
minimizing intervention In the family system. 

A systematic Rionitoring of the frequency and length of patient{family)/ 
therapist contacts serves to control the total treatment exposure time fcr pa^ 
tients in the two groups. The total treatment exposure time per patient for 
the two groups is kept roughly equal by decreasing the amount of individual 
psychotherapy for subjects in the Family Intervention Group and moderately in- 
creasing it in the Comparison Groups. 

the use of medication 1f> the two groups is balanced accoraing lb the 
procedure used by Click. Rargreaves, Raskin & Kutner (1975) in controlled 
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cli'^ical triats with an ihisatlent populatiorj; 

..c.H.tion of -inp^^^^n^ r^^ilv Intervanti^ . Inpatient Farr.ily intervene 
tion (r-l) is a brbad-based; fori;^ of family work, including Interventions desigt^eti 
to: (a) facilHata ebrminication of thoughts and feelings among family members; 
(b) TTK^dify maladaptive family patterns associated with the problen^ of the iden- 
tified ptient; and (0 promote .K>re adaptive family role-functioning and atti^ 
tudes toward tHe identified patient. Interventions are directed toward the fol- 
lowing specific goals, based larcely on those of Goldstein and Kopeikin (1981) 
for far:ily treatment with families of schizophrenic patients, and drawing on 
the work of Anderson. Hogarty and Reiss (19B0) with schizophrenic patients and 
their families in toXM inpatient and outpatient settings. These goals have 
been mo: ''ied appropriately for family intervention in an inpatient setting. 
They include: 

(a) patient/family acceptance of the reality of the illness and 
uhderstahding of the curtrent episode; 

(b) identification of possible precipitating stresses relevant to 

the current episode; 

(c) identification of likely future stresses both within, and 

outside of* the family; 

(d) elucidation of the interaction sequences within the family that 

produce stress on the identified patient; 
(ej planning strategies for managing and/or mini^nizing future 
stresses; and 

(f) acceptance of the need for continued treatment following dis- 
charge from the hospital. 

Both the IFl and the Comparison treatments are aimed at symptom reduction 
and effective integration of the patient into a post-hospital treatment progra. 
whielh will minimize the likeliW of rehospitalization. 
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Tnc sp-:cifi: objectives arid intervention techhiqaps of Inpgtient Farily 
-;r-.-vc-r.tvDn are specified in the Training Hawal- fir. Inpatient FarBv B^er- 



. - . - 5 

(SUrk-sn St aU* 19S2). 



Descaxition of Comirison Treateent . The cotnpirison treat^nt is the 
sarr.e multirodal treatment received by all patients in the study (i.e.. in- 
cluding general psychiatric narsing care, phannacotherapy. occupational and 
recreational therapies, and individaal and group therapies) with ah increased 
errphasis on (frequency of) individual therapy sessions as a counterbalance to 
the erphasis on fanily therapy in the experimental group. The major compon- 
ents of the treatitient program are described in Appendix B. 

fcssei sj::ent procedu res. The areas of change targeted for study include: 
s<frptor severity and role functioning in the identified patient and family 
attitude toward the patient and toward mental health services. Multidimensional 
measures are Obtained from the identified patient and the designated 'significant 
other' at each of four assessment times: admissidm, discharge, and six- snd 
18-months post-adnissior.. Admission and discharge measures are obtained by psy- 
chiatric nurses tral^^ed in the use of semi-structured interview rating scales. 
Follow-up me^ures are obtained by a clinical psychologist who is bnnd to the 
assignment of patients to the two treatment groups. Inter-rater reliabilities 
are maintained in an acceptable .60 to .99 range by means of regular mDnitering 
and in-service training in the use of the scales. 

Patjenl^Muwei. The specific areas of identified patient change tar- 
geted for study include: global (overall) funtlBhing. symptom severity, wbrfc/pri- 
mary role-funct^oning. soclaVleisvire role-functioning, family role-functioning, 
and pre- and post-hospital treatment compliance. The following standard rating 
instruments are used to assess change In the designated areas: the Psychiatric 
Evaluation Form (PEF), developed by Endlcott and Spltzer U972). the Global 
Assessment Scale (GAS) {Endicott. Spitzer, Fleiss and Eohen. 1976). the Role 
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;e-'':-r-.:e Iresirent Scale (RPfsh developed by Good-Ellis {i§3zj^ the Sbeial 
idj-trer.t Sca1e--Self Report (SAS-SR) (Heissman S Bothwell. 1976), the Patient 
5,£l^.e*alaatien of Current Status (^SECS) {BMck h Ssrgreaves, 19^9). i^e t&ly 

KerLer*s Evaluation of Correht Status (FKECS) (Glick & Hargreaves* n979), and 

3 

the Trescr.ent and Medication ebmpliahce Data Scale (TMCDS) (ehen, 1981) . 

Farrily measures . Measures of family attitudes tward: (a) the patient and 
his/her disorder; and (b) the hospital treatment experience, are included in 
the assessment battery in order to provide an index of the enotional climate 
of the family prior to. during, and following the hospitaliz<iti6n. The Family 
Attitude Scale (FAS) (Levitt. 1982) is a muUi-dimensional . self-report measure, 
intended to tap the following: (a) family attitudes toward the target disorder; 
(b) farily attitudes toward the hospital treatment; (c) the "expressed emotion" 
(Brown & Harris. WB) of family members* based on a rrodified version of the 
eamberwell Family Interview (Brown. Birley S Wing, 1972); an?i (d) the impact of 
the patient on the family, as assessed using items selected from the Family 
Evaluation Fonii of H'erz, Ehdicdtt and Spitzer (1971). 

Results 

A preliminary analysis has been conducted based on data for the first 71 
patients for whom six-month follow-up evaluations fiave been completed. Results 
Qf a repeated measures analysis of variance, using measures of global function- 
ing (the Global Assessment Scale) at admission, discharge and six-month fol^ 
low-up reveal a significant Treatnient Effen. F(2) ' 4.0,S. p<.02). favoring IFI, 
for all patients combined, and a significantly better outcome for the "good" 
prehospital functioning schizophrenics treated with IFI than for those treated 
with the C(?mparison treat^nent. F(l) * 4.48, p<.02). A similar, althoup 
non-significant trend, favoring outcome of IFI. was observed for patients in the 
other two diagnoitic troops ("poor" prehospital functioning schizophrenic 
patients, 1(1) » 1.21. p^.3. and mior affective disorder patients, F(l) » 0.73, 
p<.5j. 
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PreTlnihiry resyUs of analysis of six-month follow-up data oh the first 
71 patieots reweaT evidence of a sighifieant tt^atifient effect, favoring IFI; in 
terms of maximizing global functioning of hospitalized Schizophrenic/Schizophren- 
iforr. Biserder and Haddr Affective Disorder patients at six-mbhths pdst-ainission 
follow-up. Tnis trehd is observed for subjects within each of the diagnostic 
groups ("gocd" prehospital fohctiohihg sehizbphrehic/schizophreniform disorder 
patients* and iriajor affective disorder patishts). although achieving the conven- 
tional .05 level of significance for the "good'' prahbspital functioning schizo- 
phrenic/schiz6?Hre«ifonn disorder patinets alone. A scatter plot of six-mbhth 
outcome scores, plotted as a funetibh of level of functioning on admissibh. re- 
veals essentially t«o clusters, with IFI patients clustering at the "upper" 
{higher fuhetibning) end of the distribution. 

In cbntrast. the ©otcbme scbres for the patients in the "poor" prehospital 
functioning group show greater variahe* fbr patients in the If! treatment group 
than for thbse i ft the Comparison Treatment grbupi F(l) = 4-23. p<.05). The 
range of outeoms scbres being significantly greater for the IFI treatment group 
suggests a mre "powerfor treatnEnt effect for the IF! patients in both direc- 
tibns (better and worse) as conpared with patients given the Compari«;^n treat- 
ment. Patient self-report Indicates tSat, in sorr« cases, family intervention 
family jn^ers m0re awari of sowrces of intrafairJlial mnnicl but that 
with insuffitieftt milotibri of such conflict afsd/or modificstibn of estatlistsed 
family pstterr*s, increased "insight" or awareness alone teTided t« exacerbate 
ihtrafaiilial tension. This roay accbwht for the jJbbr mtmm of some in 
pfitient$ relative to Comparison treatment patients at six»robnth follow-up. 

M contrast, several patiints in tHe IFI group had a better outcome 
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t-.i'- cr-. ct*ier patients, suggesting tRat there may be a subgriDup of "poor" 
fur.clidnihs schizophrenics who respond well to family work. Further analysis of 
these withih-treatneht group differences on a larger sample is required in order 
to identify ciharacteristics of ''optimal respbhders** and ••hdn-responders" within 
this diagnostic group. 

the overall results indicate that IFI patients show greater positive change 
over the coarse of six mbhths than do patients receiveing the same multimodal 
hospital treatment without inpatient family ihtervehtibh. These results support 
and extend the notion tJnat the family environment is a significant factor influ- 
encing the pbst-hdspital course of schizophrenic* and major affective, disorders. 
Previous authors and investigators, such as Fallooh, Boydf HcGllTs Strang S Moss 
(19S1), in long-term outpatient family work, and Soldsteih (1981) in brief out- 
patient family worU have presented evidence illustrating the positive impact of 
family ihteryehtioh bh the course of schizophrenic disorders. Results reported 
in the current study extend these findings* showing that significant effects 
can be achieved through brief (i.e., six-session) family intervention done during 
the inpatient phases i>f treatment, conceivably due to the family's increased 
"openness" to therapeutic intervention during this "critical period" of treatment 
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Appendix A 

Cfitefia for inpatient Famil y interventld D- 

i. There is evidence of a current intfa-family conflict or other family 
problem in whith the patient appears to play some part or which appears 
to have an impact on the patient; (The family may include parent(s), 
spouse or children. ) 

2; Patient is an adolescent, significantly involved with His family. 

3; Patient is a young adult who is in the process or has recently separated 
from his family, and this roajor shift Is judged relevant to irrs current 
psychopathology or other problems. 

A. Patient is past the usual age of separition. but Is still living with 
his Original family or is living away from home but still much involved 
with family, and these interactions arijudged to be contributing to 
current psychopathology or other problems. 

5. There is evidence of physical danger from the patient to one or more 
family members. 

6. Family is judged to be a necessary but failing or variable support systei 
for the patient. 

7. Family is judged to be a necessary support in carrying but an in-patient 
treatment plan (e.g. in dealing with attempts to leave the hospital 
against rnedicsl adviee). 

8. Family is necessary for concrete help in disposition, e.g., tinging 
nursing hoime, helping patient to obtain out-patient medicaid, etc. 

9 It is judged that previous oat-patient treatment has failed (e.g^, 
failure to take prescribed anedication) and family support might avoid 
such failure in the future. 

10 Family is involved with patient and does not recognize the existence or 
degree of patient^s illness, seems unusually upset by patient's illnest, 
or supports patient's denial of illness. 

ii. Family appears to be obtaining secondary oain from having patient remain 
sick (e.g., a l^g^l or economic advantagt;]- 

12. Patient's illness is judged to be a necessary part of the family's 
dynamic equllibriuni. 

13. There Is history or present evidence that family may Interfere with 
treatment. 
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Appendix B 

description of Psychosocial treatment Program for inpatient Family intervention (iFi) and" Coniparison Groups 
Type of Treatment Description of freatmen! 



Uttm Specific to 
lr(?.iilient Hodality 



IFI 



Comparison 



Family Intervention 
(aj History-gathering 



(c) Family sessions 



J7 



Includes all patients 

Conducted by primary therapist 
(resident I psychology intern 
or 



(b) Oispdsitidn-planning Includes all patients 



by staff social. 
I primary therapist 



Ihclbdes IFI patients brtiy 

CwductP^ by staff social 
writers witn co-therapist 
[resident psychology intern 
or medical student) 

Frequency: 1-2 tiiws per 
week for minimuiti of 6 sessions 
(45-60 minutes per session) 



Integrated into Patient and family 
family sessions seen by primary 
»lth pHmary. therapisU;t time 
therapist and of admission, in- 
tegrated into in- 
dividual therapy 
ligssions 



Integrated into Staff social sqrltep 
family sessions cbhsuitation with 
with primary primary. therapist 
therapist ar^d t*JO worlts with __ 
social worker patient individually 
around discharge 
planning issues 

Not included 



fleicriptleli of Psychosocij] Treatiieht Prograni for Inpatient FaiiHly Intprventiori (IFl) and CoifaHsofi Gfn iips 

Factors Specific to 

Type of Treatment Description of Treatfnent Treatment Modality 

in Coniparisofi 



individual psychotherapy 



Group therapy 



inc1"des all patients 

Conducted uy primary therapists 
(iiiostly psychiatric residents) 
biit occasionally psycholocy 
interns or liiedicll students) 

Frequency: 1-5 times per weel( 
for I to 45 minutes 

Includes all patients 

Eondueted by itaff nurses 
and supervised by 
attending psychologist 

Frequeiicy: ti^ times per weeH 



1-3 tiroes 3-5 tfiiies 
per week per wifek 
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Itescgl ption of P s K f io s ociai Ti Qatwent fmm for tnpati e^t^Uj-inte^eittiq^ and Cowpa ri 

T - * T i . , , r z factors S^cific to 

Type of Tliatwnt Description of Treatment Treatment Modality 

IFl Conipiirison 



Hijey therapy includes all patients 

Adapted to meet the patient's 
specific need for: 

(1) enyironmental structure; 

(2) inodiffcation of external 
stinwiatlon 

(3) support for expression 
of feelings; 

(4) confrontation and limit 

___ setting 

{5j probjeip-solving/conflict 

._. resoiyti(/n.. 

(6) social ski lis jearn'ing 

Frequency: ongoing throughout 
the patient's stay on unit 

Therapeutic activities Includes all patients 

Conducted. by meflfeers of the 
therapeutic activities dej5art- 
ment (occupational, vocational 
and recreational therapists) 

Frequency: flpproximately 2 
hours per tJay 
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iijure 2. fein scores for IFI pd tonparisnn jroup 
on: (a) ttio f'-loli.^ 
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lie PI; and (b) We "ovsrall sewrity" US of the Psjchiatric 
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MAJOR AFFECTIVE DISORDER 
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Fiqure 3, Hpan Scores for IFl and Cniiiparison Group H^ior Affectlie Disorder patients on 

functinninf) and syii|)tf)iiis: (a) Giflbajjssessnient Sciiiie (OiS); and (b) the 'oyerall severity* 
item (if tlie P'^ycfiiatrlc Evalyation Fomi (PEF). 



